AbsTrACT background Readmissions after a traumatic brain injury (TBI) have significant impact on long-term patient outcomes through interruption of rehabilitation. This study examined readmissions in a rural population, hypothesizing that readmitted patients after TBI will be older and have more comorbidities than those not readmitted.
bACkgrounD Traumatic brain injury (TBI) is a major public health concern given the socioeconomic impact it has on patients and their families, especially in an overall aging population. Close to 1.7 million TBIs are suffered every year in the USA. 1 It has been shown that TBIs occur at a higher incidence and are associated with a higher mortality in rural populations compared with urban/metropolitan areas. 2 However, this has been shown more convincingly in pediatric and international populations compared with adult populations in the USA. TBIs are also associated with a high readmission rate in postincident follow-up, both short and long term. 3 4 A major factor in morbidity and mortality after sustaining a TBI is appropriate care of the acute injury. Inability to transport to a level 1 trauma center in a timely manner is a common source of this delay to appropriate care. These delays are more likely to happen in populations with limited access to higher level trauma centers, a situation common in rural areas. Prior studies have shown that rapid transport to these centers improves outcomes for patients who have experienced a TBI. 5 The advent of electronic medical records (EMR) should have made available large sets of data that could be analyzed to better inform treatment decisions to improve patient outcomes. However, integration of different EMR systems and data sets has not always proven to be an easy task. Lack of standardization is a major obstacle to medical research using these systems as databases. Unfortunately, in the USA there are no national registries or EMR systems in which to pool and standardize data, but Canada has such a system, which more easily allows for large-scale population-based studies with more standardized patient data to be performed much more easily. 4 6 7 This highlights the need for further research into TBIs in rural populations using standardized systems from which to extract patient data for analysis.
The aim of this study was to examine a statewide trauma system via a data repository to pool data on readmission rates in adults who suffered TBIs. This system allows standardization across the patient population. Arkansas is a predominately rural state served by one centrally located level 1 trauma center in the state, and has a centralized trauma system allowing the data repository to catalog the vast majority of TBIs that occur in the state. Therefore, Arkansas is an ideal population in which to investigate the rates and reasons for readmissions in rural patients who have experienced a TBI. We hypothesize that readmitted patients after TBI will be older and have more comorbidities than those not readmitted.
MeThoDs

Data source
Data were obtained from the Arkansas Hospital Discharge Data System (HDDS) from 2010 to 2014. Stored and maintained at the Arkansas Department of Health, the HDDS is an administrative data set containing information on all hospital discharges from Arkansas' acute care hospitals. This data set includes diagnoses (principal discharge diagnosis, up to 3 external cause of injury codes, 18 diagnosis codes using the International Classification of Disease, 9th Edition, Clinical Modifications (ICD-9-CM)), age, gender, and inpatient costs. Inpatient costs were adjusted to 2013 dollars using the medical care model for the Consumer Price Index for All Urban Consumers. 1 2 The HDDS was analyzed using ICD-mapping software that would provide the researchers with corresponding Injury Severity Scores (ISS) and Abbreviated Injury Scale (AIS) scores. This technique has been used in several studies that have used the diagnoses codes in administrative data sets to assign patients with ISS and AIS scores.
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Case definition
All patients 15 years and older who were admitted to an Arkansas-based hospital for a TBI were identified. The Centers for Disease Control and Prevention definitions for TBI were used to identify patients using the ICD-9 codes: 800.0-801.9, 803.0-804.9, 850.0-854.1, 950.1-950.3, or 959.01. 6 Due to the broad case definition of TBI, only patients who were identified with significant head trauma (SHT) were used in the analysis. SHT was identified by the presence of any of the following ICD-9 codes in any of the 18 diagnosis fields: 852.0-852.59 (subarachnoid, subdural, and extradural hemorrhage following injury) or 853.0-853.19 (other and unspecified intracranial hemorrhage following injury).
Data linkage
Patient identifiers such as first and last name, date of birth, and gender were used to link all inpatient records in the database for one full year after an SHT, using the probabilistic linkage software, LinkageWiz.
Diagnosis classification
The Hospital Cost and Utilization Project (HCUP) Clinical Classification and Chronic Condition Indicator (CCI) tools were used to group diagnosis codes. Hospital admissions in the year after the initial SHT were classified using these tools based on the principal diagnosis only. The HCUP tools allowed for the identification of chronic diseases and the body systems that were impacted based on the principal diagnosis. Table 1 demonstrates that during the study years 2010 to 2014, there were 3114 hospital admissions where the patient was diagnosed with an SHT. The mean age of those admitted was 67.3 years and men attributed to 52.2% of this population. The mean ISS during the initial hospital admission was 17.3, with 288 (9.3%) inpatient deaths. More than two-thirds of the initial admissions were attributed to unintentional falls. Motor vehicle crashes (MVCs) accounted for more than 20% of the initial admissions involving SHT. The mean hospital length of stay was 6.5 days. The mean and median adjusted hospital costs associated with these admissions were $13 955.65 and $7000.35, respectively. The inpatient costs for these admissions totaled more than $43 million.
resuLTs
Initial hospitalization demographics
readmissions after shT
Among the 3114 SHT-related inpatient admissions, there were 691 patients who were admitted to an Arkansas-based hospital for any reason in the following year. These 691 patients resulted in 1368 all-cause admissions in the year after the initial inpatient stay due to SHT. Table 2 shows the mean age of the patients who were readmitted in the following year was 71.1 years and 48.9% of the readmissions were men. The mean and median adjusted hospital costs were $13 259.04 and $6890.55, respectively. The sum of the costs for the readmissions was $9.2 million. Table 3 presents the impacted body system based on the principal diagnosis. Broadly termed diagnoses such as altered mental status (n=56; 16.4%), shortness of breath (n=44; 12.9%), and chest pain (n=32; 9.4%) accounted for the leading three diagnoses for this grouping. Other diagnosis included in this grouping were syncope (n=28; 8.2%), fatigue (n=27; 7.9%), and stupor (n=27; 7.9%). Some of the notable body systems that were impacted were mental disorders and nervous systems, which accounted for 8.6% and 3.6% of the readmissions, respectively. Mental health disorders such as psychosis (n=24; 20.3%), dementia (n=14; 11.9%), and depression (n=11; 9.3%) were the leading diagnoses in this grouping. The leading diagnoses that impacted the nervous system were Alzheimer's disease (n=15; 30.6%), encephalopathy (n=5; 10.2%), and epilepsy (n=5; 10.2%). According to table 4, more than one-third of the patients were admitted the following year due to chronic diseases, as determined by the HCUP CCI tool. Congestive heart failure (n=40; 8.6%), psychosis (n=24; 5.2%), and occlusion of the cerebral arteries (n=19; 4.1%) were among the most frequent chronic diseases that resulted in a hospital admission in the year after SHT.
DIsCussIon
This study of TBI readmission rates in a predominately ruralbased population showed a 22% readmission rate during the year after the initial TBI incident. Most of the patients who were readmitted were older than 70 years old, with a close to even split of men and women. As with other reported statistics on the causes of TBIs, the majority of cases were attributed to falls, followed by MVCs, which were the second leading cause.
1 Altered mental status, shortness of breath, and chest pain were the three leading diagnoses in the group of readmitted patients, followed by syncope, fatigue, and stupor. Mental disorders and nervous system complaints were also notable in these patients. Psychosis, dementia, and depression were notable mental disorders, whereas Alzheimer's disease, encephalopathy, and epilepsy were the major nervous system diagnoses. Chronic diseases such as congestive heart failure, psychosis, and cerebral artery occlusion accounted for the most chronic disease-related readmissions, respectively.
Interestingly, potential cardiovascular complaints accounted for the second highest reason for readmission in the year after SHT and as the highest potential chronic disease-related readmission. This is notable for the role that autonomic dysreflexia could play in the chronic management of patients with TBIs. 8 Disruption of control of the cardiovascular system can manifest in many ways: hypertension, bradycardia, and abnormal cardiac contractility are possible after TBI. A high index of suspicion for autonomic dysreflexia is important in this patient population as a driving force of cardiovascular pathology. 8 Readmission from a rehabilitation center accounted for a significant percentage of all readmissions. Published statistics suggest that high readmission rates from rehabilitation centers in patients with TBIs are to be expected to some extent. Factors affecting readmission include surgical, medical, and psychological. Patients who had impaired consciousness are more likely to require hospital readmission.
9-11 Medical factors suggest that some level of intervention or surveillance may decrease readmission. Cardiovascular complaints and infection (urinary tract infection/pulmonary) were major causes of readmission from a rehabilitation center. Whereas cardiovascular complications were seen in the overall readmission population, infection was not a significant reason for readmission. These factors suggest that surveillance and management of either pre-existing cardiovascular comorbidities or newly developed cardiovascular complaints can have an effect on readmission rates. Also, measures to decrease the incidence of urinary tract infection and respiratory infection can have an effect on readmission and cost of care.
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Limitations
As a retrospective study, there are limitations in our data quality. Our data are limited to administrative data and can be biased by coding errors. Our data cannot account for confounding variables including, but not limited to, financial and educational factors affecting readmission. We did not collect baseline health data or admission data prior to the TBI; thus, we cannot extrapolate if the readmission rates are impacted by certain baseline health characteristics. Additionally, our data would not capture patients admitted in another state, and this could impact our measured outcomes on patients living close to the state border.
Future directions
This study highlights the fact that TBIs are an important medical issue for people in rural populations as well as for the medical and payor systems caring for those patients. Future studies are needed of a larger scale population in the USA. Furthermore, a lack of baseline health statistics on patients who suffer TBIs affects the ability to draw conclusions about the role TBIs play in potential chronic diseases and needs to be studied. Prospectively, we need to collect outcomes on patients to fully understand how TBIs affect the outcomes of patients in chronic disease states and what direct effects TBIs have in these processes.
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